assuming the worst) are associated with poorer outcomes, such as decreased physical functioning and increased psychological distress (e.g., Brown, Nicassio, & Wallston, 1989; Smith, Wallston, Dwyer, & Dowdy, 1997; Turner, 1991) . The literature also suggests, although with less consistency, that other strategies (typically more "active" strategies, such as attempting to maintain one's activities despite the pain or using distraction to ignore the pain) are associated with better outcomes (e.g., Brown & Nicassio, 1987; Smith et al., 1997) . These findings are useful in the development of interventions designed to assist individuals who are having difficulty coping with their pain (e.g., Turk, Meichenbaum, & Genest, 1983) .
Reseach on children's coping with pain has been more limited than that for adults and has tended to focus on children's coping with the acute pain associated with medical procedures (see Dahlquist, 1992 , Peterson, 1989 , and Rudolph, Dennig, & Weisz, 1995 , for reviews of this literature). Less is known about children's coping with chronic or recurrent pain such as that involved in juvenile rheumatoid arthritis, sickle cell disease, cancer, and recurrent pain syndromes. One exception is the work of Gil and colleagues on children's coping with sickle cell disease (Gil, Williams, Thompson, & Kinney, 1991 ) . They found that children with higher scores on a broad pain coping factor that included items assessing negative cognitions and self-isolation exhibited greater reduction in activities and were more psychologically distressed.
A major obstacle to research on children's coping with chronic or recurrent pain has been the lack of instruments that assess children's coping with this type of pain. Adult measures have been adapted for use with children (e.g., Gil et al., 1991 ) but may not be developmentally appropriate. Observational measures that assess children's coping with acute procedural pain (e.g., the Observation Scale of Behavioral Distress; Jay, Ozolins, Elliott, & Caldwell, 1983) may not be useful because it is likely that management of chronic or recurrent pain requires different coping strategies than does coping with acute procedural pain.
The goal of the research reported here has been to develop a measure of children's coping with pain that is suitable for school-age children with chronic or recurrent pain, specifically recurrent abdominal pain, the most common recurrent pain complaint of childhood (McGrath, 1990) . In designing this measure, we drew on a variety of theoretical and empirical resources. At a theoretical-conceptual level, the measure was designed to assess both the distinction between "active" and "passive" coping that is common in the pain-coping literature (e.g., Brown & Nicassio, 1987; Smith et al., 1997; Turner, 1991) as well as the distinction between "problem-focused" and "emotion-focused" coping that is dominant in the more general literature on coping with stress .(e.g., Lazarus & Folkman, 1984) . The constructs of active coping and problem-focused coping are conceptually quite similar and thus were combined. In contrast, the constructs of passive coping and emotion-focused coping have differences that were important to retain. Specifically, emotion-focused coping encompasses a number of accommodative cognitive strategies, such as positive reappraisal (e.g., Folkman & Lazarus, 1988) and acceptance (e.g., Carver, Scheier, & Weintraub, 1989) , that theoretically enable the individual to adapt to unchangeable stressful conditions (see Lazarus, 1991; Smith & Lazarus, 1990) . Such strategies, which appear to be highly relevant to living with chronic pain (see Turner, 1991 ) , differ substantially from strategies that are associated with passive coping with pain, such as behavioral disengagement, although both accommodative and passive coping may be regarded as forms of emotion-focused coping (Smith & Lazarus, 1990; Smith et al., 1997) . Thus, the current measure was designed to assess pain-coping strategies associated with three general factors: Active Coping, Passive Coping, and Accommodative Coping. Each of these three general factors encompasses a number of specific and potentially distinct strategies. The literature on adults on both coping with stress in general (e.g., Carver et al., 1993) and coping with pain more specifically (e.g., Smith et al., 1997) indicate that there may be considerable utility in examining coping in terms of these more specific strategies. As reviewed by Jensen and colleagues (Jensen, Turner, & Romano, 1992; Jensen, Turner, Romano, & Karoly, 1991) and Smith et al. (1997) , the use of strategy-specific subscales allows one to determine more precisely which of the multiple strategies subsumed by a broader factor are most responsible for any observed relations and can reveal relations that might be obscured by the general factor if the individual strategies underlying it have opposite effects on the OUtcome. For example, within the literature on adult pain, Smith et al. (1997) found that the passive coping strategies of self-isolation and behavioral disengagement were both related to poor physical functioning and poor psychological adjustment. However, self-isolation was most strongly linked to physical functioning, and behavioral disengagement was most strongly linked to psychological adjustment. In the present study we explored the utility of this type of more fine-grained assessment strategy for the study of children's coping with pain.
Following Carver et al. ( 1989 ) , Folkman and Lazarus (1988) , and Smith et al. (1997) , our goal was to develop a multidimensional coping inventory that would assess the important and conceptually distinct strategies constituting each of the three general factors identified earlier (i.e., Active Coping, Passive Coping, and Accommodative Coping). We consulted a variety of sources to identify specific strategies associated with each of these factors and to generate items, appropriate to schoolage children, to measure these strategies. The primary sources consulted were the frequently used measures of both coping in general (i.e., the Ways of Coping [WOC], Folkman & Lazarus, 1988; and the COPE, Carver et al., 1989) Smith et al., 1997) , as well as reviews of the literature on both adults and children on coping with pain (e.g., Branson & Craig, 1988; Ryan-Wenger, 1992; Siegel & Smith, 1989; Turner, 1991) . In addition, we conducted in-depth open-ended interviews with 22 children with chronic abdominal pain who had been referred to a pediatric gastroenterology clinic. Specifically, children were asked to describe, for the most recent episode of abdominal pain and for abdominal pain in general, what they did and what went through their minds during the episode of pain. Mothers also were interviewed regarding their children's responses to abdominal pain. These interviews were used in selecting from the various coping strategies identified in the literature those that were most relevant to children coping with chronic or recurrent pain. In addition, the interviews resulted in the identification of several strategies specific to coping with abdominal pain that were not evident in the more general coping literatures.
As a result of this process, the initial form of the measure, the Pain Response Inventory (PRI), was constructed to assess 15 potentially distinct coping strategies, each with five items. All but one of these strategies was hypothesized to be subsumed under one of the three general coping factors identified earlier. Thus, the first general factor, Active Coping, subsumed scales assessing four strategies identified in the literature--ProblemSolving, Seeking Emotional Social Support, Seeking Instrumentai Support, and Using Distraction--as well as three scales representing strategies identified in interviews with pediatric abdominal pain patients--Rest, Massage/Guard, and Condition-Specific Strategies (e.g., going to the bathroom). The second general factor, Passive Coping, subsumed scales assessing Behavioral Disengagement, Self-Isolation, and Catastrophizing (e.g., assuming the worst). Finally, the third general factor, Accommodative Coping, subsumed scales assessing Acceptance, Self-Encouragement, Minimizing Pain, and Ignoring Pain. An additional subscale, Stoicism (inhibiting or minimizing the expression of one's pain or distress to others), although identified as a potentially important strategy, was not initially hypothesized to be subsumed under any of the three general factors.
The purpose of this article is to describe the development and validation of this measure in three different samples of children and adolescents. The first sample, consisting of children recruited through the public schools, was large enough (n = 688) to be divided into three subsamples. The remaining two samples consisted of current pain patients (n = 158) and former pain patients (n = 175) who were recruited through the Vanderbilt Pediatric Gastroenterology Clinic. We developed a final factor structure for the instrument in one of the school subsamples, cross-validated this factor structure in a second school subsampie, and then explored both the generality of this factor structure and the reliabilities of the resulting coping subscales across several diverse populations represented by other subsamples: younger school children, current pain patients, and former pain patients. In addition, in each sample we explored the validity of the resulting subscales by examining the relations of particular coping strategies to various outcome indicators. Method al. study. Ages of former patients ranged from 11 to 23 years (M = 15.46; SD = 2.94) at the time of follow-up, and 62% were female.
Participants constituting the comparison group of well patients who had participated in the Walker et al. study also were contacted. (See Walker et al., 1993 , for a detailed description of this sample). Of the 56 well patients who had participated in the initial interview, 49 former well patients (87%) participated in the 5-year follow-up interview. Ages of former well patients ranged from 12 to 22 years (M = 15.38; SD = 2.11 ) at the time of follow-up, and 47% were female.
Participants and Procedures
Sample 1. School children. Participants were 688 children enrolled in Grades 4 through 8 at several public elementary schools in Nashville, Tennessee. Children ranged in age from 9 to 16 years (M = 11.79, SD = 1.70) and 59% were female. The majority of children (64%) were Caucasian; the remainder were African American (23%) or of other or unknown ethnicity (13%).
Questionnaires were administered to children in their classrooms. While one interviewer read the items aloud, a second interviewer circulated within the room to assist any children who had questions or who appeared to have difficulty following the instructions. A subset of the sample (n = 324) also completed a retest of the Pain Response Inventory approximately 1 week after the initial administration.
Sample 2. Clinic patients. Consecutive new patients presenting for evaluation of abdominal pain at the Pediatric Gastroenterology Clinic of the Vanderbilt University Medical Center were invited to participate in the study if they met the following criteria: (a) had had abdominal pain of at least 1 month's duration; (b) were between the ages of 8 and 18; (c) had no chronic health condition, physical handicap, or mental retardation; and (d) were living at home with mother or stepmother.
One of the authors, Lynn S. Walker, contacted patients' mothers by telephone prior to the scheduled clinic visit to describe the study, screen for eligibility, and enlist the family's participation. Of the 214 families contacted, 17 (8%) declined to participate, 35 (16%) were excluded because they failed to meet eligibility criteria, and 4 (2%) were excluded because of incomplete data. Thus, 158 families of abdominal pain patients responded to the initial clinic interview.
Informed consent was obtained and research instruments were administered in the clinic prior to the medical evaluation and thus prior to assignment of a diagnosis for the abdominal pain. A trained interviewer read the measures to the children in a private area. Follow-up data were obtained by telephone interview 2 weeks and 6 months following the initial interview. Two-week and 6-month follow-up data were obtained for 154 (97%) and 120 (76%), respectively, of those completing the initial interview.
Patients ranged in age from 8 to 18 years (M = 11.92, SD = 2.56), and 56% were female. The majority of patients (96%) were Caucasian, and the remainder were African American or Asian, which roughly reflects the ethnicity of patients in this tertiary care gastroenterology clinic. The average duration of abdominal pain at the time of the clinic visit was 18.65 months (SD = 29.16). According to maternal report, 98% of the patients had had episodes of abdominal pain at least once a week in the 2 weeks prior to the clinic visit, and 60% had had daily episodes of pain during that period. The majority of patients (54%) had missed 5 or more days of school because of abdominal pain during the current academic year.
Sample 3. Former clinic patients. Former pediatric abdominal pain patients who had participated in an earlier study by Greene ( 1993, 1994) were recruited for a follow-up telephone interview 5 years after their initial clinic interview (eligibility, recruitment, and interviewing procedures for the Walker et al. study were similar to those described earlier for clinic patients in Sample 2). Complete 5-year follow-up data were available for 175 (84%) of the 209 pediatric patients who had participated in the initial interview for the Walker et Measures PRI. As described at the beginning of the article, the PRI was initially designed to consist of 75 items assessing 15 potentially distinct coping strategies, each with a 5 item subscale. The stem for each item was, "When you have a bad stomach ache, how often do you .... " followed by a statement describing a response to pain (e.g., "do something you enjoy so you won't think about it" ). Response categories for each item were never (0), once in a while (1), sometimes (2), often (3), and always (4).
Abdominal Pain Index. The Abdominal Pain Index comprises five items assessing the frequency, duration, and intensity of episodes of abdominal pain experienced during the previous 2 weeks. The frequency of abdominal pain during the previous 2 weeks is rated on a 6-point scale ranging from not at all (0) to every day (5). The typical daily frequency of abdominal pain episodes also is assessed on a 6-point scale (response categories include none, once a day, two or three times a day, four or five times a day, six or more times a day, and constant during the day). The typical duration of pain episodes is rated on a 9-point scale (response categories include none, a few minutes, about half an hour, about an hour, between 1 and 2 hours, 3 or 4 hours, 5 or 6 hours, most of the day, and all day). The typical intensity and the maximum intensity of abdominal pain in the past 2 weeks are rated using a 10-point scale ranging from no pain (0) to the most pain possible (10). Responses to the five pain ratings were standardized, and the sum was computed to yield an index of abdominal pain. Alpha reliability for the Abdominal Pain Index ranged from .80 to .93 in the three samples.
Children's Somatization Inventory. The Children's Somatization Inventory (CSI; Garber, Walker, & Zeman, 1991; Walker, Garber, & Greene, 1991; Walker & Greene, 1989 ) was used to assess the extent of children's somatic complaints. The CSI includes symptoms from the criteria of the revised third edition of the Diagnostic and Statistical Manual of Mental Disorders ( DSM-II1-R; American Psychiatric Association, 1987) for somatization disorder and from the somatization factor of the Hopkins Symptom Checklist (Derogatis, Lipman, Rickels, Uhlenhuth, & Covi, 1974) . Examples of items include "headaches," "feeling low in energy or slowed down," "faintness or dizziness," and "pain in the heart or chest." Respondents rate the extent to which they have experienced each of the 35 symptoms during the last 2 weeks using a 5-point scale ranging from not at all (0) to a whole lot (4). Total scores, obtained by summing all item ratings, can range from 0 to 140. Threemonth test-retest Pearson reliability for the CSI has been reported to be .50 for well patients and .66 for patients with a chronic pain syndrome . Coefficients alpha in the three samples ranged from .89 to .90 for the CSI.
Functional Disability Inventory. The Functional Disability Inventory (FDI; was used to assess the degree to which children experienced difficulty in physical and psychosocial functioning due to their physical health status. The FDI consists of 15 self-report items concerning the subject's perceived functional disability during the past 2 weeks; total scores are computed by summing the ratings for each item. High levels of internal consistency have been reported for the FDI as well as 3-month test-retest reliability estimates exceeding .60 for patients with recurrent abdominal pain . Scores on the FDI have been found to correlate significantly with measures of school absence and somatic symptoms . Coefficient alpha was .89 in the school and former patient samples. The FDI was not administered in the clinic sample.
Children's Depression Inventory. The level of children's depressive symptomatology was assessed in the school and clinic samples with the Children's Depression Inventory (CDI; Kovacs, 1980 Kovacs, /1981 Kovacs & Beck, 1977) . The CDI contains 27 self-report items representing depressive symptoms that are rated on a 3-point scale. The CDI has been found to have adequate reliability and validity (Saylor, Finch, Spirito, & Bennett, 1984) . Total scores for the CDI were calculated without the item that refers to somatic symptoms (No. 19). Coefficient alpha for the CDI was .89 and .85 in the school and clinic samples, respectively. The CDI is designed for school-age children and thus was not administered to the former patient sample, which included adolescents and young adults.
Center for Epidemiologic Studies Depression Scale. For the former patient sample, the Center for Epidemiologic Studies Depression Scale (CES-D; Radloff, 1977 Radloff, , 1991 was used to assess levels of depressive symptomatology because it was deemed more age appropriate than the CDI for the adolescents and young adults who constituted this sample. The CES-D consists of 20 behavioral and emotional symptoms of depression. A 4-point scale is used to rate the frequency with which each symptom has occurred in the previous week. Total scores are computed by summing the ratings of all items. Evidence of the validity of the CES-D in adolescent and adult populations has been established (Cocoran & Fischer, 1987; Radloff, 1977 Radloff, , 1991 . The alpha reliability coefficient was .91 in the former patient sample.
Results and Discussion

Development and Validation of the Factor Structure of the PRI
To derive and cross-validate the factor structure of the PRI, the large school sample was divided into three subsamples: (a) a random sample of half of all students in Grades 5 to 8, (b) the remaining students in Grades 5 to 8, and (c) all children in Grade 4.1 The first of these three samples was used to develop the factor model for the instrument. Both of the remaining school samples as well as the two clinic-based samples were used to cross-validate this model in order to ensure that the derived factor structure was reliable and not due to capitalization on chance (Bentler, 1980) . Covariance structure analysis (EQS (version 3.0), Bentler, 1992 ) was used to recover and cross-validate the factor structure of the PRI. We began by examining the fit of the a priori model outlined at the beginning of this article. In this model, each of 15 first-order factors, each corresponding to a specific coping strategy, were defined by five items. Fourteen of these factors were depicted as latent variables that influenced the observed loading on that factor. To keep the factor structure conceptually clean, no cross-loadings were allowed. For the 15th factor, Condition-Specific Strategies, the five items were summed into a single observed index because these particular strategies (identified in our open-ended interviews with abdominal pain patients) tend to be performed in a mutually exclusive manner, and thus the items did not meet the expectation of intercorrelation that is assumed when modeling a latent construct in the traditional way that represents the items as effects of the latent construct (B ollen & Lennox, 1991 ) . Each of the first-order factors, except Stoicism, was further depicted as loading on one of the three broader second-order factors; these factors represented the a priori general coping factors of Active Coping, Passive Coping, and Accommodative Coping. First, the first-order factors for Problem-Solving, Seeking Instrumental Support, Seeking Emotional Support, Using Distraction, Rest, Massage/Guard, and Condition-Specific Strategies loaded on the second-order factor Active Coping; second, the first-order factors for Behavioral Disengagement, Self-Isolation, and Catastrophizing loaded on the second-order factor Passive Coping; and third, the first-order factors for Acceptance, Self-Encouragement, Minimizing Pain, and Ignoring Pain loaded on the second-order factor Accommodative Coping. The second-order factors were allowed to intercorrelate with one another, and the final first-order factor, Stoicism, although not depicted as loading on any of the first-order factors, was allowed to correlate with each of the second-order factors as well.
The fit of this initial model was inadequate, X2(2395, N = 259) = 4355.61, p < .001; CFI = .72, and several changes to the model were made on the basis of a combined consideration of the observed solution; the modification indices yielded by the EQS algorithm; and most important, the constraint that any changes be justifiable theoretically. First, items loading poorly on their intended first-order factors were eliminated. Next, some items intended for potentially distinct first-order factors were found to be so highly intercorrelated that these factors could be fruitfully combined in a theoretically coherent manner. Thus, in line with previous results on the COPE (Carver et al., 1989) , the subscales Seeking Instrumental Support and Seeking Emotional Support were combined into a single subscale, labeled Seeking Social Support, that was reduced to the six highest loading items (three from each of the original subscales). Similarly, the Distraction subscale was found to be highly correlated with the Ignore Pain subscale; these two subscales were therefore combined into a single five-item subscale. This combined factor, labeled Distract/Ignore, was placed on the Accommodative factor because the combined factor seemed to us to conceptually correspond best to accommodation and because the modification indices suggested that it empirically fit best on the Accommodative factor. 2 Once these changes had been made, each first-order factor was found to load substantially (.50 or above) on its intended second-order factor. We took this result as justification for computing second-order scales according to these modifications of the a priori structure. However, there were also clear indications that several of the first-order factors were related to an additional second-order factor beyond their a priori factor, and these potential cross-loadings, although unanticipated, were logical and could be justified theoretically. Therefore, drawing on both empirical and theoretical considerations to respecify the model (Bollen, 1989) , the following cross-loadings were permitted: Acceptance was allowed to load on both its a priori Accommodative Coping factor as well as on Passive Coping; Catastrophizing and Self-Isolation were allowed to load on both their a priori
The fourth-grade sample was examined separately in order to determine whether the PRI could be reliably used by younger children.
2 In accord with the VMPI (Brown & Nicassio, 1987) , the Distraction subscale had initially been placed on the Active Coping factor. Passive Coping factor as well as on Active Coping; and Stoicism, which had not been associated with any second-order factor, was allowed to load on both Passive Coping and Accommodative Coping. We interpret these cross-loadings of the first-order factors on the second-order factors as an illustration of the principle, advanced by Lazarus (1993; Lazarus & Folkman, 1984) , that individual coping strategies represented by the first-order factors can serve multiple functions represented by the secondorder factors, depending on the context in which they are used. Thus, for example, acceptance can represent a form of disengagement (a passive function) in addition to being a way to adjust to one's pain (an accommodative function), and catastrophizing can serve as a form of disengagement (a passive function) as well as an appeal for help (an active function). Figure 1 depicts the final model that resulted for the modelderivation sample. This model was cross-validated in each of the other five samples. analyses. Table 2 lists the items contributing to each of the firstorder factors depicted in the figure.
As can be seen in the top portion of Table 1 , the overall fit of the final model, as represented by the CFI, was .79 in the derivation subsample, and it ranged from .77 to .79 in each of the cross-validation subsamples. When the school subsamples were combined to provide the most stable correlation estimates, the CFI rose to .84. Although these fit indices are somewhat below the value of .90 that is traditionally taken to represent a "good" fit (e.g., Bentler & Bonett, 1980) , several considerations suggest that the present fit is indeed acceptable. First, it should be noted that the factor model tested is a very large one (56 observed variables, 12 first-order factors, and 3 secondorder factors), yet the model is tightly constrained. In particular we have resisted the temptation to improve the fit by arbitrarily allowing individual items to cross-load on multiple first-order factors or by allowing the error terms of various sets of items to be intercorrelated. Although the apparent fit of the model could have been improved through such modifications, there were no substantive reasons to permit such modifications, and we believed them to be inappropriate at this stage of model development.
Furthermore, from an alternative indicator of fit, the ratio of chi-square to the degrees of freedom in the model (Church & Note. Items are responses to the stem, "When you have a bad stomach ache, how often do you...?" Burke, 1994; Marsh & Hocevar, 1985) , the degree of fit appears to be quite good. In the model-derivation sample, the observed chi-square is 2,590 (df = 1465) yielding a chi-square/df ratio of 1.76. As can be seen in Table 1 , in all cross-validation tests this ratio is always well under the maximum of 3 to 5 that has been suggested as reflecting an acceptable model (e.g., Church & Burke, 1994; Marsh & Hocevar, 1985) . These results suggest that, considering both the complexity of the data and the degree to which the model is theoretically constrained, the final model is a reasonable representation of the PRI's factor structure.
This interpretation is further supported when one considers the degree to which the factor structure was replicated across the cross-validation samples. As can be seen in Table 1 , the loadings of the first-order factors on the second-order factors were highly stable across all samples. Although not depicted, this replicability also held for the loadings of the observed items on the first-order factors. Finally, as reported in the next section, the reliabilities of the subscales implied by this model are quite adequate, thus further supporting the conclusion that the factor model is a reasonable representation of the instrument's structure.
Alpha and Test-Retest Reliabilities
Subscales were computed to correspond to each of the firstand second-order factors depicted in Figure 1 . The first-order subscales were computed by averaging the scores for the items loading on the relevant first-order factor. The second-order scales were computed by averaging the relevant first-order subscales, but with the constraint that each first-order subscale contributed to only one second-order scale, following the a priori loadings as closely as possible. First-order subscales with loadings on two second-order scales were assigned to the second-order scale on which they had the highest loading. Thus, Acceptance contributed to the second-order Accommodative Coping scale, and Catastrophizing and Self-Isolation contributed to the secondorder Passive Coping scale. Stoicism, which did not load a priori Note. Alpha reliability was not calculated for Condition-Specific Strategies because they tend to be mutually exclusive, and thus the items were not expected to intercorrelate.
on any second-order factor, was not included in any secondorder scale. The relevant alpha reliabilities for the resulting first-and second-order subscales are presented in Table 3 . The reliabilities obtained for the first-order subscales compare favorably with those obtained for similar coping measures (see Carver et al., 1989; Smith, Wallston, & Dwyer, 1995) . For all but one of the first-order subscales (Self-Encouragement) the median alpha reliability was .70 or higher, and it exceeded .80 for four subscales. We did not estimate the reliability of one subscale, Condition-Specific Strategies, because it comprised strategies that tend to be mutually exclusive. Thus we did not expect the items contributing to this scale to be substantially correlated.
The reliabilities for the second-order scales are also quite good. It should be noted that these estimates, which are based on the combination of first-order scale scores, are somewhat conservative because they greatly underestimate the number of items on which the second-order scales are based (Carmines & Zeller, 1979) . 3
The school sample provided evidence that the PRI subscales have adequate test-retest reliability over a 1-week period. Specifically, 1-week test-retest coefficients for the first-order scales ranged from .46 (Behavioral Disengagement) to .71 (Massage/ Guard), with a median of .59. For the clinic sample, 6-month retests were obtained for eight subscales, resulting in the following test-retest correlation coefficients: Problem-Solving, .41; Distract/Ignore, .34; Stoicism, .43; Behavioral Disengagement, .44; Catastrophizing, .46; Minimizing Pain, .44; Acceptance, .38; .38 .
Means, Standard Deviations, and Correlations Among PRI Scales
Means and standard deviations on each of the PRI scales for the school, clinic, and former patient samples are presented in Table 4 . Inspection of means shows that participants in all three samples reported more frequent use of strategies assessed by the first-order Problem-Solving subscale than those assessed by any other subscale. In addition, both of the patient samples reported frequent use of Accommodative Coping strategies assessed by the subscales Distract/Ignore and Self-Encouragement. The strategies reported least frequently across all three samples were those represented by the Behavioral Disengagement and Self-Isolation subscales.
Correlation coefficients among the PRI first-and second-order scales for the school sample are presented in Table 5 . The highest correlations were among first-order subscales that share the same second-order scale, providing further evidence that these first-order scales represent the higher order coping dimensions. Although the first-order subscales within each second-order coping domain were more highly correlated with each other than with subscales associated with other second-order domains, there is considerable statistical independence among the subscales within each domain. This independence makes it possible for the individual coping strategies to demonstrate unique relations to specific outcomes and is consistent with a multidimensional approach to coping.
One subscale, Catastrophizing, had significant correlations with subscales other than those within its higher order domain. Specifically, in addition to demonstrating significant correlations with the other subscales associated with Passive Coping, Catastrophizing had significant correlations in the moderate range with subscales in the Active Coping domain. This is consistent with the results of the confirmatory factor analysis, which indicated that Catastrophizing loaded on both Passive and Active Coping. This pattern of relations may be particular for children, for whom expressions of helplessness may represent an active, problem-solving strategy that is a means of obtaining adult assistance.
The correlation of Stoicism with other subscales is of particular interest, as Stoicism did not have a primary loading on any of the three second-order factors. Stoicism was most highly correlated with two Passive Coping subscales--Behavioral Disengagement and Self-Isolation--and with three Accommodative Coping subscales--Acceptance, Minimizing Pain, and Self-Encouragement-and was negatively correlated with the Social Support subscale. Thus, the Stoicism subscale was related to a pattern of coping strategies characterized by self-reliance and a "stiff upper lip."
Although not depicted, the intercorrelations for the samples of current and former patients were highly similar to those depicted in Table 5 . To quantify the degree of similarity, the correlation matrix for the school sample in Table 5 was itself corre-lated with the corresponding matrices from the clinic and former patient samples. The results indicated that the intercorrelations among the subscales were most similar for the school and former patient samples (r = .92), followed by the school and clinic samples (r = .85) and the clinic and former patient samples (r = .79).4
Construct Validity
Construct validity of the PRI was evaluated by examining the relation of the subscales to various outcomes. First, the subscales were correlated with scores on the Abdominal Pain Index. Subsequently, individual differences in pain were statistically controlled in examining the relation of PRI scales to measures of somatization symptoms, functional disability, and depressive symptoms. Finally, the unique contribution of each subscale to pain, somatization symptoms, functional disability, and depressive symptoms was assessed in a series of multiple regression analyses using backward elimination of subscales from the regression model (cf. Cohen & Cohen, 1983) . Results of these analyses, conducted separately for first-order and second-order subscales, are presented in Table 6 .
The results presented in Table 6 demonstrate the richness of a multidimensional model of coping and suggest that, as with adults (e.g., Smith et al., 1997) , there is considerable utility to using strategy-specific measures when examining pain-coping in children. The most salient finding from analyses based on the second-order scales, presented in Table 6 , was that Passive Coping was associated with negative outcomes, including higher levels of pain and, controlling for pain, higher levels of somatization symptoms, functional disability, and depressive symptoms. This finding is in accord with previous findings in the literature on adults coping with pain that have repeatedly indicated the maladaptive nature of passive pain coping (e.g., Brown et al., 1989; Smith et al., 1997; Turner, 1991 ) . Analyses based on the first-order scales, described next, differentiate this finding further and provide leads regarding potential processes that may be involved in the relation between Passive Coping and negative outcomes, thereby also suggesting potential targets for intervention.
Examination of results based on the first-order scales reveals that individual coping strategies had different relations to various outcomes. For example, the pattern of coping strategies that made unique contributions to the prediction of outcomes in the school sample differed according to whether the outcome assessed was somatization symptoms, functional disability, or depressive symptoms. Controlling for pain, somatization symptoms were predicted by the subscales Behavioral Disengagement, Self-Isolation, and Massage/Guard; that is, children whose pain responses were characterized by stopping activities, going off by oneself, or attending to the site of the pain with massage or guarding were significantly more likely to report somatization symptoms in addition to their abdominal pain. Functional disability was also significantly associated with the Behavioral Disengagement and Self-Isolation subscales. However, the Social Support subscale made an additional unique contribution to the prediction of functional disability, perhaps reflecting the dependency on others and secondary gain that often are associated with functional disability. Finally, with re- spect to depressive symptoms, Behavioral Disengagement and Self-Isolation again were significant predictors. In addition, however, depressive symptoms were predicted by higher scores on Catastrophizing and Massage/Guard as well as lower scores on Problem-Solving and Condition-Specific Strategies; thus, depressive symptoms were associated with coping responses to pain that included negative cognitions, attending to the site of the pain, and an absence of proactive strategies. The fact that different patterns of coping strategies predicted different outcomes suggests that individual coping strategies carry different risks and benefits and supports the view that particular coping strategies cannot be regarded as "good" or "bad" but must be evaluated with respect to particular outcomes (Lazarus, 1983; Smith et al., 1997) . The nature of the relation between a particular strategy and outcome also appears to vary depending on the context. For example, Behavioral Disengagement and Catastrophizing were associated with higher levels of pain in all three samples, but these relations were much stronger in the school and clinic samples, which comprised younger children and adolescents, than in the former patient sample, which comprised older adolescents and young adults. This finding suggests the possibility that the extent to which particular coping strategies are used in response to pain may vary with development.
Another example of the possible influence of context on the 4 The correlation matrices for the clinic and former patient samples are available from Lynn S. Walker on request. Table 5 Intercorrelations of School Sample (n = 688) Note. The intercorrelations among scales constituting each second-order factor are shown in boldface. relation between coping strategies and outcome is apparent in the differences between the clinic sample and the other samples.
In particular, certain forms of accommodative coping were associated with improved outcomes in the clinic sample in ways that were not observed in the other two samples. For example, higher levels of Self-Encouragement and Minimizing Pain were significantly associated with lower levels of pain in the clinic sample but not in the school and former patient samples. Thus, it appears that these strategies may be beneficial among patients who are in the acute phase of illness associated with a clinic visit. Similarly, more frequent use of Self-Encouragement and Distract/Ignore was associated with significantly lower levels of depressive symptoms, controlling for pain, in the clinic sample but not in the school or former patient samples. Again, these strategies for coping with pain appear to be associated with better adaptational outcomes for pediatric patients but are not particularly associated with outcomes among children and adolescents in the community. These results are consistent with the view that contextual factors, in this case children's age and whether they are currently clinic patients, might influence the relation of coping strategies to outcomes (Lazarus, 1983) . The utility of the PRI in predicting changes in pain and somatization symptoms in the clinic sample was examined to further assess the instrument's construct validity. Table 7 indicates PRI scales that were statistically significant predictors of changes in pain and, controlling for pain and initial somatization symptoms, changes in somatization symptoms, 2 weeks after the clinic visit.
Comparison of the coping strategies predictive of pain versus somatization symptoms suggests differences in the processes that may be involved in the maintenance of these symptoms. Both pain and somatization symptoms were predicted by behavioral disengagement, lack of self-encouragement, and failure to engage in problem-solving strategies. Pain was further predicted by pain-related cognitions that assumed the worst (catastrophizing) and by failure to use strategies to distract oneself from the pain. Thus, continued pain was associated with a style of Note. All values are significant at p < .05 (two-tailed). Scales not included in the table did not significantly predict either pain or somatization symptoms. Values in boldface type made a significant unique contribution to the prediction of the relevant outcome in a reduced regression model that was derived using a backward elimination procedure.
responding to pain with negative cognitions and continued focus of attention on the pain. Somatization symptoms differed from pain symptoms in that they were predicted by self-isolation and stoicism. This pattern is consistent with the suggestion that somatization may be characterized by difficulties in emotional expression (Shapiro & Rosenfeld, 1987) . Construct validity of the PRI subscales was further examined in the former patient sample by examining differences between recovered and nourecovered patients. Former abdominal pain patients were assigned to one of two groups on the basis of whether they had recovered from their pain and related somatic symptoms at the 5-year follow-up. Patients were defined as not recovered if (a) they had had at least one episode per month of unexplained abdominal pain in the year preceding the 5-year follow-up, (b) they had endorsed abdominal complaints in the preceding 2 weeks, and (c) the CSI score obtained at the 5-year follow-up was above the Time 1 median for the CSI and at least 60% of the level obtained by the child at Time 1. Using analysis of variance, recovered and nonrecovered former abdominal pain patients were compared with well former patients with respect to scores on the PRI scales. Table 8 presents the means, standard deviations, and significance tests for differences among the three groups. Nonrecovered patients had significantly higher scores than recovered or well patients on all three scales assessing passive coping strategies (Behavioral Disengagement, Self-Isolation, and Catastrophizing). Compared with the other groups, nonrecovered patients also reported more frequent use of three of the four accommodative strategies (Minimizing, Distract/Ignore, and Acceptance). However, with respect to active coping strategies, nourecovered patients, recovered patients, and well patients reported similar frequencies of use of ProblemSolving, Condition-Specific Strategies, and Seeking Social Support.
General Discussion
This study describes the development of a new measure, the Pain Response Inventory (PRI), and provides initial evidence that it is a reliable measure of theoretically meaningful dimensions of children's coping responses to chronic or recurrent pain. Confirmatory factor analysis provided support for the factor structure of the PRI, including three second-order factors--Active Coping, Passive Coping, and Accommodative Coping--each with several first-order subscales assessing specific paincoping strategies. This factor structure was similar in samples ranging in age from middle childhood to young adulthood. The subscales were found to be internally consistent, reasonably stable, and relatively independent of each other across secondorder scales. Furthermore, in cross-sectional and longitudinal analyses, PRI subscales postulated to assess adaptive responses to episodes of recurrent pain (e.g., Distract/Ignore, Self-Encouragement) were associated with positive health outcomes, whereas subscales postulated to assess maladaptive responses (e.g., Self-Isolation, Behavioral Disengagement) were associated with less favorable health outcomes. These associations were especially noteworthy because individual differences in reported pain levels were controlled, and thus perceived severity of the condition was largely eliminated as a confound in the association between PRI subscales and health outcomes. Finally, Note. Within a row, means that do not share common subscripts differ significantly at p < .05.
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PRI subscales differentiated patients who had recovered from recurrent abdominal pain from those who had not recovered 5 years after a clinic visit. In addition to providing evidence of the reliability and validity of the PRI, the results suggest the utility of a multidimensional measure in assessing children's coping with pain. Specifically, different types of health outcome--pain, functional disability, somatization symptoms, and depressive symptoms--were predicted by different patterns of PRI coping strategies. Others also have demonstrated the utility of a multidimensional approach in generating a more differentiated picture of the relation between coping strategies and outcomes with respect to pain (Smith et al., 1996; Smith & Wallston, 1996) and stressors in general (Affleck & Tennen, 1991; Aspinwall & Taylor, 1992; Carver et al., 1993; Stanton & Snider, 1993) .
The results of this study also contribute to the literature on pediatric pain. For example, the study identified a pattern of pain-coping responses--self-isolation, behavioral disengagement, and stoicism, coupled with lack of self-encouragement and problem-solving efforts--that predicted increases in somatization symptoms among abdominal pain patients 2 weeks after their clinic visit. This finding provides further support for a relation between recurrent abdominal pain and somatization disorder (cf. Routh, Ernst, & Harper, 1988; Walker, Garber, & Greene, 1991 ) . Additional research is needed to identify characteristics of patients who adopt this particular pattern of responses to abdominal pain and to assess the relation of these pain-coping responses to health outcomes over a longer period of time. Similarly, the study identified specific pain-coping strategies--self-isolation, behavioral disengagement, and failure to use distraction--that were associated with depressive symptoms. This finding provides leads regarding possible mechanisms explaining the relation, often observed in adult samples (e.g., Brown, 1990; Rudy, Kerns, & Turk, 1988) , between pain and depression; for example, responses to pain characterized by self-isolation and behavioral disengagement are likely to remove one from social support and reinforcing activities and thereby contribute to or further exacerbate depressive symptoms (cf. Lewinsohn, 1974) .
Limitations of the study are important in interpreting the results and considering future research directions. First, it should be noted that PRI items in this study assessed responses to abdominal pain in samples ranging in age from middle childhood to young adulthood. The factor structure of the PRI and the relation of coping strategies to outcomes might differ for younger children or for another type of pain, such as that associated with recurrent headache, juvenile rheumatoid arthritis, or sickle cell disease. The PRI could be used in examining coping responses related to another pain condition by changing the stem of the items to refer to that type of pain and by replacing or rewording subscales specific to abdominal pain (i.e., ConditionSpecific Strategies; Massage/Guard) with items referring to any strategies known to be particular to that type of pain.
Second, PRI items are situation-specific in that they assess coping in response to a particular type of stressor--pain--rather than stressors in general. However, the PRI assesses children's typical responses to pain across situations and does not assess coping with a specific episode of pain. A state form of the PRI to assess specific coping episodes might be created with minor rewording of items and modification of the instructions, as has been done in creating a state form of the COPE (Carver et al., 1989; Carver & Scheier, 1994) .
Third, both pain-coping strategies and outcome measures in this study are based on self-report. The possibility that a selfreport bias explains the relation between coping strategies and outcomes seems unlikely given that level of pain was controlled in the analyses and different patterns of coping predicted different types of outcome. Because of the subjective nature of the pain experience, a self-report measure of coping seems most appropriate. However, future work might complement self-reports of health outcomes with other sources of information, such as records of school absence due to illness. Finally, given the correlational nature of the analyses, a causal relation between PRI strategies and various outcomes cannot be firmly established. Nonetheless, the fact that some of the PRI subscales were able to prospectively predict short-term changes in pain and somatic symptoms in the clinic sample increases one's confidence that coping has a causal impact on such outcomes.
